Early rupture of the amnion, leading to oligohydramnios and formation of the amniotic constrictive band, is considered to be the initial event of amniotic band syndrome, resulting in compression deformities of the fetus. The manifestation of intrauterine compression, such as amputation of the extremities and digits, craniofacial clefts that often do not correspond in location to disturbances in normal embryogenesis, are diagnostic of amniotic band syndrome.' Ocular tissue may also be involved. resuscitated because of extensive craniofacial deformities.
A fibrous band was attached to the scalp of the fetus and inspection revealed multiple malformations. The skull bones were incompletely formed and brain tissue was exposed. The scalp was contiguous with the amnion so the head of the fetus was attached to the placenta. Other systemic abnormalities were as follows: abdominal and right thoracic wall defects, coarctation of the aorta, amputation of the third and fourth.fingers ofthe left hand, amputation of the first, second, fourth, and fifth toes of the left foot, facial cleft, scoliosis, and short umbilical cord (Fig 1) .
Other malformations observed by inspection were as follows: right eye, the palpebral fissure was so narrow that the right globe was obscured; left eye, ectropion and coloboma of the lower eyelid were present. An opaque cornea-like structure was observed and was contiguous with upper eyelid, causing incomplete formation of the upper conjunctival fornix (Fig 2) .
Histopathology
RIGHT EYE (FIG 3A) Both the upper and lower eyelids were well formed showing eyelashes, the extraocular muscles, and tarsus composed of collagenous fibres including Meibomian glands. The cornea, anterior chamber, and iris were replaced by dermis-like connective tissue including rudimentary lens, cartilage, hair follicles, and pilosebaceous units. This lesion was covered with stratified squamous or cuboidal epithelium (Fig 3B) . The posterior segment was almost normal except for the dysplastic retina showing rosette formation. The pigment epithelium did not reach the optic disc resulting in the dysplastic retina lying in direct contact with the sclera, suggesting an incomplete closure of the fetal fissure. The hyaloid artery was observed ( Fig  3C) .
LEFT EYE (FIG 4) The left eye showed similar histological findings to those ofthe right eye except for minor Fsi.g4R differences. The lower eyelid was well formed but the upper eyelid was rudimentary. The cornea, anterior chamber, iris, and ciliary body were replaced by fibrous connective tissue ( Fig  4A) . This connective tissue was covered with stratified squamous epithelium and included islands of lenticular tissue, but no other components such as skin appendage and cartilage were found (Fig 4B) . The posterior segment was generally unremarkable.
Discussion
The incidence of amniotic band syndrome has been estimated at one in 5000 to 15000 live births. Deformities observed in amniotic band syndrome have been considered to be compression deformities caused by the amniotic band or amnion itself6; the orbit or globe may be involved.
Epibulbar Since no other choristomatous component could be found the right eye was diagnosed as dermislike choristoma.
In both eyes alterations in the posterior segment were milder compared with the anterior segment. In the left eye focal dysplastic changes of the retina showing rosette formation were seen. We have previously reported two cases of corneal choristoma and both of them showed similar retinal dysplastic change.8 In both eyes lenticular tissue is intermingled in the choristomatous tissue, suggesting that the malformation of the eye occurred during formation of the lens at about the fourth week of gestation,9 and that the rupture of the amnion in this case happened at about the same time or before.
There is no satisfactory explanation of the origin of the epibulbar choristoma.'0 Ozanics" suggested that many congenital malformations of the anterior segment of the eye probably arose from derangement in the migration of neural crest cells. 
